INTRODUCTION
Urinary incontinence (UI) is a common problem that affects women at any age. Although the UI prevalence in women varies from 4.5 to 53%, less than 50% of patients seek medical care.
(1) The estimated annual cost for UI treatment is approximately U$11 billion in the United States. (2) The most common type of UI in women is stress urinary incontinence (SUI), defined as the involuntary loss of urine due to conditions that determine increased intra-abdominal pressure. Risk factors include vaginal delivery, age, obesity and increased physical effort. (2) SUI treatment can be surgical or conservative. ( 3) The goal of conservative treatment is to strengthen the pelvic floor muscles through several techniques, including 1 Faculdade de Medicina do ABC, Santo André, SP, Brazil.
biofeedback, electrical stimulation (ES) and pelvic floor muscle training (PFMT) alone (4) or in association. (5, 6) Several clinical questions addressing physiotherapy techniques need answer in current literature. Protocols need standardization and there is lack of randomized trials and longer follow-up reports.
OBJECTIVE
The aim of this study was to determine the efficacy of adding pelvic floor muscle training to vaginal electrical stimulation in the treatment of stress urinary incontinence in women and to report long-term (8 years) follow-up.
METHODS
It was a prospective, randomized study carried out between August 2000 and September 2002, with 48 women with clinical and urodynamic SUI recruited from the Faculdade de Medicina do ABC, Santo André (SP, Brazil) and randomly assigned to each arm of the study protocol.
Randomization was based on a random number table and allocation was done by a third part. This was performed after participants signed an Informed Consent Form, which had been previously accepted by our institutional Ethics Committee (protocol 057/2002). Literature review demonstrated satisfaction rates for VES ranging from 48% to 94%, similar to those seen on clinical practice. For sample estimation, we selected the value of 90%. (7) (8) (9) The combined treatment with PFMT was estimated as 65% or greater.
(5) Assuming a test of 80% power to detect a difference between both groups and 5% of significance level, with use of a twosided test, we calculated a sample of 16 patients in each group. Estimating eventual losses, a total of 24 patients cases were included. (10) Patients were divided into 2 groups: 24 patients underwent VES alone and 24 VES plus PFMT. Initially, a clinical assessment was used to obtain personal data, obstetric, gynecological and family history, urinary symptoms and subjective analysis of leak of urine. Patients underwent a physical examination to assess pelvic organ prolapse and body mass index (BMI). Patients with a history of surgical treatment for SUI, pelvic reconstruction and hysterectomy were included. Comparative demographic clinical data of patients who completed treatment protocol are shown in table 1.
The patients were instructed to complete a voiding diary by registering for 1 week their daily urinary frequency, number of episodes of UI and nocturnal micturition. The diary was obtained in the week before beginning therapy and then after 3 months at the end of the intervention.
Objective evaluation of perineum strength was carried out using intravaginal cones (FemTone ® -Coloplast). Patients were instructed to introduce and maintain cones with weights progressively higher inside their vagina. Five weights (20g; 32.5g; 45g; 57.5g and 70g) were used. The greatest weight that a patient could maintain for 2 minutes was noted (evaluation at rest). Then patients repeated the procedure, moving through the examination room with different cones, to define the one they could sustain (evaluation in motion). This evaluation was repeated after treatment and changes were noted. The urodynamic examination was performed at the beginning of the study ( Table 2) .
The treatment protocol proposed for 3 months consisted of VES and PFMT. VES was performed with vaginal probe and stimulation device (Dualpex 961 ® -Quark Co.) at the outpatient unit care, under physical PFMT consisted of exercises carried out in an individualized program designed by the physical therapist and with repeated contraction/relaxation of pelvic floor muscles, during 30 minutes in the unit care. Training was performed in the day alternate to VES twice a week. Patients received instructions about pelvic floor anatomy by the same doctor (CAB) and were assisted during exercises by a physical therapist. They did not receive instructions to do home exercises for the pelvic floor, but suggested to work accessory muscles (adductors, extensors, abductors and abdominal muscle).
Outcome measures included adherence to conservative treatment, the effect on perineum muscle strength at rest and in movement, improvement in urinary symptoms or episodes of incontinence and also satisfaction after treatment completion. The degree of satisfaction was based on patient's perception of the need or not to repeat or change treatment.
At the end of the treatment all women were encouraged to maintain follow-up and report the exact time the satisfaction persisted. No other therapy was planned.
After 96 months, in order to analyze the long-term results of that population studied but not followed by the protocol, the charts were reviewed regarding reported data. Then, patients were interviewed by phone or telegram to access urinary symptoms, persistence of incontinence, pad use and satisfaction. Only the patients who had not received any additional therapy were considered for analysis.
The statistical analysis package Statistical Package for the Social Science (SPSS), version 13.0 (Illinois, USA), was used and the significance level considered was 5% (p<0.05). 
RESULTS
At the beginning, 48 patients were recruited and randomized into 2 groups, but only 35 completed the entire program over the 3 months, in 24 visits. The VES Group continued with 17 patients: 6 quit the program because of dissatisfaction with the results and 1 was submitted to surgery for incontinence, once it was proposed by other public health service. The other group continued with 18 patients, but 3 quitted for dissatisfaction, 1 had surgery and 2 decided for another conservative treatment proposed by other health services ( Figure 1 ).
The average age of patients included was 49.6±10.60 years, with no difference between groups. The groups were homogeneous for analysis. There was no significant influence of age, parity, vaginal and forceps delivery or caesarean section, hormone status, urinary symptoms, presence of pelvic organ prolapse or previous surgery (Table 1) . Only BMI showed significant difference, although not clinical significant because both groups showed overweight.
The perineum strength evaluated at rest and in motion for both groups showed no difference in the initial and final evaluation, which means there was (Figure 2 ). The final voiding diary findings were compared among groups and no statistical difference was observed into all parameters (p>0.05; t test). Therefore both have the same final effect on urinary symptoms by reducing the frequency and improving incontinence and nocturia. Satisfaction analyzed in both groups and among all intervals showed no statistical difference on immediate (p=1.000), 12 months (p=0.712) and 96 months (p=1.000; Fisher's exact test) (Figure 3) .
When all initial characteristics related to the degree of satisfaction were compared, no statistical difference was found among perineum integrity, cystocele, rectocele, previous surgery, menopause or hormonal status, parity or type of delivery, urinary symptoms on voiding diary, urodynamic findings and perineum strength.
Patients remained satisfied for mean time of 43.35±10.46 and 27.67±8.13 months on VES and VES+PFMT Groups, respectively, with no statistical difference (p=0.660; Mann Whitney test). When considered all the initial variables, over time of sustained satisfaction no difference in both groups was found on parity, physical characteristics, previous surgery, hormonal status, perineal strength and urodynamic findings. However, there was a positive correlation (r=+0.56) on caesarean section with statistical difference (p=0.019; Pearson's correlation test) and a negative correlation (r=-0.58) on vaginal delivery with also statistical difference in Group 1 (p=0.013; Pearson's correlation test); such difference not observed on the other group.
Finally, comparing the initial urinary symptoms with those reported on the interview over 96 months we found no statistical difference among groups with regard to pad need, urgency, nocturia and stress incontinence. However, when comparing patients who had chosen another treatment, mainly surgery, over the follow-up period, we found that patients who initially presented with urge incontinence (p=0.046; Fisher's exact test) or more vaginal delivery (p=0.002; Student's t test: 1.29±1.44 deliveries against 3.43±1.91) were significantly more prompt to choose a new treatment. There was no statistical difference among VES versus VES+PFMT groups (p=0.257; Fisher's exact test). 
DISCUSSION
Urinary incontinence conservative treatment provides a minimally invasive approach; however its success depends on both motivation and commitment of the patient and also on the involvement of a multidisciplinary team. (11) Kegel was the first to describe an exercise program for training pelvic floor muscles in the treatment of UI. The cure rate was 84% of patients. (12) Electrical stimulation of the pelvic floor was first described in 1963 (13) and presented conflicting results, due to considerable variation in the type of stimulator, electrical parameters and methods used to analyze the results. (14) Cure rates ranged from 30 to 50%, and there was improvement of urinary symptoms in 6 to 90% of patients. (7) (8) (9) The precisely mechanism of these treatments is not known. Perineum exercises seem to produce recruitment of fast twitch muscle fibers, improving the reflex of perineum contraction, and increase the tone of slow twitch fibers, improving urethral and bladder support at rest. ES has unclear mechanisms. The stimulation electrodes cause ES of the pudendal nerve, which activates the pelvic floor muscles and inhibits the detrusor contraction. (15) Low frequencies (5 to 10Hz) inhibit detrusor contractions and higher frequencies (45 to 50Hz) stimulate contraction of skeletal muscle. (16) PFMT can be considered the first-line management of conservative programs for women with SUI. ES and vaginal cones should be offered when patients are unable to contract their pelvic floor muscle. (17) Considering that more than 30% of incontinent women cannot contract their pelvic floor muscle correctly, (18) such therapies seem to be an attractive option.
The association of methods is justified by the learning phase of perineum exercises, when patients tend to increase urinary leak and increase the rates of noncompliance. (5) The association of biofeedback may add benefit to PFMT. (19, 20) Amaro et al. (5) using vaginal stimulation and perineum exercises observed improvement in 67% of patients. ES helps patients to better recognize the target muscle of treatment, thus facilitating the use of the exercises. (5) Exercise of the pelvic floor muscles was compared with ES in randomized controlled trials. (21) (22) (23) (24) (25) In two studies, exercise alone was significantly more effective than ES. (21, 22) In others, there were no statistically significant difference. (24) (25) (26) (27) Several pitfalls are common in most trials of conservative treatment in current literature. Usually, the studied population is small, treatment protocols are extremely variable and not standardized, and randomized trials with long-term results are lacking. The current study addressed some of these problems and brings into discussion some new information.
We observed that the addition of perineum exercises does not improve the effectiveness of ES as an isolated method. Both treatments acted significantly to reduce frequency and improve incontinence and nocturia on the final voiding diary three months after treatment.
Subjective analysis on the degree of satisfaction observed immediately, after 12 months and 96 months, for VES and VES+PFMT, was 88.2 versus 88.9%; 64.7 versus 61.1%, and 42.9 versus 28.3%, respectively. None of the initial characteristics were considered an independent factor for the degree of satisfaction. In spite of worsening of the initial results, there was no difference between treatment groups during the entire follow-up, suggesting that using two methods neither improves the results immediately nor in the long term.
The literature data is very variable, with satisfaction rates ranging from 48 to 94%. (7, 9) The present study had good results in the short-term follow-up, however, an important failure rate was observed in the long-term subjective analysis.
In a systematic review, (28) a total of 1,141 women were followed between 1 and 15 years. Losses to follow-up during the long-term period ranged between zero and 39%. Long-term adherence to PFMT varied between 10 and 70%. Five studies reported that the initial success rate on SUI was maintained. Long-term success based on responders to the original trial varied between 41 and 85%. Surgery rates varied between 4.9 and 58%.
Decrease in satisfaction among patients that initially presented urge incontinence or more vaginal delivery lead to more probability to choose another treatment, mainly surgery (p=0.046 and p=0.002). There was no statistical difference among groups (p=0.257).
It is not clear the exact reason for that, which could be only by chance. On the other hand, this could be due to the fact that patients did not improve their perineum strength whatever treatment was applied on the protocol. We cannot say whether this occurred as result of intrinsic characteristic of the patients or of the protocol method, but it made us to believe that patients with UI and/or multiple vaginal deliveries should undergo retreatment or new kind of therapies to achieve satisfaction (or at least should be advised of that risk).
Patients remained satisfied for 43.35 months on VES alone and 27.67 months on VES+PMFT with a significant positive correlation with caesarean section and significant negative correlation with vaginal delivery for the VES group.
Possible reasons for these discrepancies in results may be lack of standardization when measuring outcomes, small sample size, cultural and social aspects of population and differences in protocols. Data shows women remaining dissatisfied even with improvement of UI and individual responses varying markedly. (29) We did not follow some recommendations such as using pad tests and quality of life questionnaires for local restrictions and transitory difficulties. These faults could have direct impact in our results. In addition, we lost a significant amount of participants during follow-up. However, our results are not quite different from other trials in terms of success rate.
It is difficult to explain the fact that patients who underwent the two treatments had no better results. One possibility is that ES alone, as would be expected with exercise alone, already offers the maximum degree of improvement patients could get and, so far, the association would not add any benefits.
Another possible explanation is that patients who underwent pelvic training did not perform the exercises properly and therefore had no additional benefit. This may occur due to low adherence to the exercise program, lack of understanding of anatomy and/or of instructions, and small sample size. This hypothesis is minimized with the active participation of physical therapists and with the compliance and motivation of our patients, but in fact, this question is yet unclear.
Finally, it could be argued that more precise information for each method could provide better results, especially considering objective analysis, like pad test or repeated urodynamic evaluation.
In our study the number of patients studied was too small to obtain more sound data and establish difference among groups. This may be subject of new future research opportunities. Although few patients completed the 96-month follow-up, the satisfaction sustained in some of them means that new investments on better protocols may avoid surgery in some cases.
CONCLUSION
Pelvic floor rehabilitation by vaginal electrical stimulation, with or without exercise, had efficacy similar to literature data in the treatment of stress urinary incontinence. The addition of pelvic exercise did not improve the results compared to vaginal electrical stimulation alone even in long-term follow-up.
